This case is reported because of an unusual complication, which occurred after the surgical treatment of a large pharyngeal pouch.
Case report
The patient was a 57-year-old agricultural worker. He presented with a five-month history of regurgitation, dysphagia and weight loss. Endoscopy and contrast studies had been performed at another hospital three weeks earlier and six days before admission he had developed fever, shortness of breath and a nonproductive cough.
Examination revealed a sick, emaciated man with a large left-sided pleural effusion. A gastrografin swallow demonstrated a massive pharyngeal pouch, with no spill into the pleural cavities or visualization of the distal oesophagus ( Figure 1 ). The empyema was drained and sterilized by repeate? instillation of benzylpenicillin, cultures having grown Streptococcus milleri.
Three weeks later the neck was explored through a collar incision and the pouch was packed Postoperatively a soft cystic swelling developed deep to the cervical incision and enlarged to 12 em in diameter. It was air-filled and inflated when the patient blew against pursed lips, but not when a Valsalva manoeuvre was performed. On the eighth postoperative day a second gastrografin swallow revealed an air-filled cavity or aerocele in the superior mediastinum, and in communication with the pharynx (Figure 2 ). The patient remained well without any signs of mediastinitis but was not permitted to eat. or drink. A third gastrografin swallow on the eighteenth postoperative day did not show any entry of contrast into the aerocele and the patient began to drink without adverse effects.
h.e aerocele remained unchanged in size or pOSItIOn for several weeks, with the patient eating normally until an episode of fever local inflammation and purulent ooze from the cervical incision was followed by its complete disappearance.
Discussion
The case is instructive for several reasons. Firstly, the pharyngeal pouch was associated with the development ofa large empyema which, despite its size, had produced symptoms for only a few days, suggesting that it had arisen rapidly either Figure 2 . Gastrografin swallow eight days after operation,demonstrating a largeaerocele in the superior mediastinum, into which contrast enters.The aerocele is displacing the oesophagus laterally following an aspiration, or from penetrating trauma during endoscopy. Mediastinal abscess has been described as a complication of endoscopic perforation of a pharyngeal diverticulum (Dorsey & Randolph 1971) .
Secondly, the pharyngeal pouch was very large, classified as a Stage 3 diverticulum according to the criteria of Lahey & Warren (1954) , with the diverticulum being dragged down into the mediastinum and compressing the oesophageal lumen into a narrow lateral slit. Its resection was technically difficult, and the pre-existing empyema proved an added complication.
Finally, resection of the pouch was followed by the development of a large air-filled cavity or aerocele in the superior mediastinum, which communicated with the pharynx and became sufficiently inflated to cause an external swelling to appear in the line of the cervical incision. Despite the demonstrable communication with the pharynx the aerocele did not lead to early wound infection, fistula formation or mediastinitis, three common complications of one-stage diverticulectomy identified in several series (Postlethwait 1979) . In this case the aerocele was treated conservatively, the patient eating without dysphagia despite the persistence of the aerocele, until an episode of infection caused the obliteration of its cavity several weeks postoperatively.
The incidence of formation of minor pouches or of true recurrence after one-stage diverticulectomy has been assessed at 20°0 in patients followed radiographically (Bertelson 1976) . The development of an aerocele large enough to produce a cervical swelling, and progressing to spontaneous involution with conservative management, has not been hitherto reported.
The patient has since maintained a steady weight gain, with no return of his original symptoms. The aerocele has not redeveloped, and the empyema is loculated and shrinking.
